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Abstract
Infertility is becoming a significant problem for many women around the globe.
According to the World Health Organization (WHO), infertility impacts 186 million
individuals worldwide. Women who experience infertility may be exposed to increased
pressure from family and friends to get pregnant, feelings of isolation, and inadequacy.
Both cultural and societal views that promote the connection between womanhood and
motherhood may increase a woman’s negative view about herself due to her inability to
conceive a child. The purpose of this study was to bring awareness about the impact that
social stigma of infertility has on a woman’s cognitions and ability to adaptively cope.
This knowledge may enable women with infertility concerns to respond effectively to not
only the societal pressures of bearing children, but also the social stigma associated with
infertility. Results revealed that infertility stigma is strongly correlated with a woman’s
cognitions and negatively correlated with self-efficacy. As cognitive distortions in
women increase, infertility stigma increases. When self-efficacy in women increases,
infertility stigma decreases. Contrary to expectations, duration of infertility was not
strongly correlated with infertility stigma. As the duration of infertility increases,
infertility stigma may only slightly increase. The results of this study highlight the need
for early detection of infertility stigma, education and awareness on the gender bias of
infertility.
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Chapter 1: Introduction
Statement of the Problem
Infertility is a health condition that impacts approximately 20% of couples
(Fassino et al., 2002). Infertility has been described as a life stressor and as a life crisis
for many individuals and couples. There are several main causes of infertility: male
factors (24%), ovarian dysfunction (21%), tubal factors (14%), unexplained (28%), and
others (13%; Jose-Miller et al., 2007). Other factors include social reasons, such as
delaying parenthood to pursue career goals and financial stability, obesity, sexually
transmitted infections, and stress (European Society of Human Reproduction and
Embryology, 2008).
Infertility can have a negative impact on the emotional well-being and cognitions
of women (Monga et al., 2004). The negative impact may include grief, denial,
depression, nervousness, guilt, anxiety, loss of control, self-blame, personal and sexual
incompetence, threats to self-esteem (e.g., feeling dysfunctional, marital distress, and
sexual dysfunction), and problems in relationships with others, such as anger towards
couples that have children (Choudhary & Halder, 2019). The cognitions of women who
experience infertility regarding the way they view the world and themselves may become
skewed. Women who experience infertility may have increased cognitive distortions,
negative automatic thoughts, and dysfunctional attitudes regarding getting pregnant, such
as “I will never get pregnant; my marriage is going to fall apart if I cannot have a child”
(Masoumi et al., 2018). Irrational parenthood cognitions is a relatively new term
developed in the last decade for the irrational cognitions concerning the need to have
children in order to have a happy life. Thus, it can lead to emotional problems, increased
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stress, and psychological complaints (Fardiazar et al., 2012). There may be other negative
effects associated with infertility, such as psychological pressures to get pregnant, forced
timing of intercourse, and medical procedures that may cause a sense of anxiety and
depression in women experiencing infertility (Kucur Suna et al., 2016).
In many cultures, being able to bear children is considered a sign of womanhood
and is central to a woman’s identity. Thus, not fulfilling this expectation often causes
women to experience a deep sense of distress and a feeling of incomplete womanhood
(McQuillan et al., 2003). Infertility may be seen as a major interruption in one’s life
course and as a failure to live up to society’s standard of what it means to be a woman
(Greil, 2002). Research has indicated that in many countries, married couples without
children experience varying amounts of social stigma (Chachamovich et al., 2009).
Therefore, it may be assumed that women with infertility experience higher rates of
undesirable reactions from others.
Infertility can have a major impact on how a woman views herself. This may
include feelings of inferiority and low self-esteem (Wischmann et al., 2001). Low selfconfidence and low levels of pride may also be a reaction (Menning et al., 1980).
Appraisal of oneself as incomplete or defective (Edelmann et al., 1994) and as
unattractive and unworthy of consideration by others (Oddens et al., 1999) may also
occur. Lastly, women may experience doubts about competencies in parenting and
marital relationships (Greil et al., 1988).
Due to the negative psychological effects of infertility and the impact of social
stigma, it is imperative to examine the coping strategies of women who experience
infertility (Lykeridou et al., 2011). Coping refers to a person’s ability to cognitively and
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behaviorally master, reduce, or tolerate the internal and or/external demands created by
stressful events (Lazarus & Folkman, 1984). Research has suggested that women with
infertility view infertility and its treatment as highly stressful, which affects their selfimage, emotional stability, and relationships with other people (Chen et al., 2004).
Seminal research on infertility indicated that many social relationships are strained by
infertility (Goodman & Rothman, 1984). Women in particular stated that they found it
difficult to spend time around children or pregnant women, even if it meant avoiding
spending time with friends or family gatherings. These situations increase stress, serve as
a reminder of one’s infertility, and lead to encounters about family planning (Miall,
1986). Lazarus and Folkman (1984) suggested that psychological processes mediate and
moderate the relationship between stressors and the psychological reactions to a chronic
disease, creating individual differences. There are many demographic and psychosocial
factors that may influence the stress associated with infertility treatment. Factors such as
coping resources and social class may also impact emotional stress and potentially be
either a risk or protective factor that explains individual differences in emotional stress
attributed to infertility (Lykeridou et al., 2011).
Purpose of the Study
This study had several aims, including addressing the gap in the literature
between infertility stigma and cognitive distortions. The literature on infertility in women
has focused on the psychological effects and quality of life of women. However, little
research has explored the relationship between infertility stigma and cognitive
distortions. This study intended to identify risk factors and protective factors for
infertility stigma, increase awareness on the negative impact of infertility stigma in
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women, and expose the gender bias of infertility. This knowledge may enable women
experiencing infertility to respond effectively to not only the societal pressure of bearing
children, but also the social stigma associated with infertility.

Hypotheses
H1: It was hypothesized that levels of cognitive distortions, as measured by the
Inventory of Cognitive Distortions (ICD), would be positively correlated with infertility
stigma, as measured by the Infertility Stigma Scale (ISS).
H2: It was hypothesized that levels of confidence to cope, as measured by the
Infertility Self-Efficacy Scale (ISE), would be negatively correlated with infertility
stigma, as measured by the Infertility Stigma Scale (ISS).
H3: It was hypothesized that the duration of infertility would be positively
correlated with infertility stigma, as measured by the Infertility Stigma Scale (ISS).
H4: It was hypothesized that the linear combination of ICD scores, ISE scores,
and duration of infertility would predict infertility stigma.
H5: It was hypothesized that the factor structure of the Infertility Stigma Scale
(ISS) would comprise one overarching stigma factor.
Rationale for Hypotheses
Research has indicated that infertility is caused by both male and female factors;
however, in most cultures, infertility is viewed as predominantly a “woman’s problem’’
(Dyer et al., 2004). This emphasis on female fertility negates the impact of male factors
in infertility, leaving women susceptible to social judgement and to being the sole carriers
of the weight of infertility. It was predicted that the longer a woman had experienced
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infertility, the greater her infertility stigma would be. Women with infertility often form
identities rooted in feeling defective and damaged. These beliefs may lead them to have
distorted thoughts about themselves and the way they view the world. Both cognitive and
affective processes may play a role in how stigmatized people interact in social situations
and cope with infertility (Blascovich et al., 2000). Research has indicated that women
view infertility and its treatment as extremely stressful (Chen et al., 2004). Therefore, a
woman's coping ability may be negatively impacted by infertility.
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Chapter 2: Review of the Literature
Infertility
Infertility is a health condition that impacts women, men, and couples. Infertility
is defined as the inability to achieve a clinical pregnancy after 12 months or more of
regular and unprotected sexual intercourse (Zegers-Hochschild et al., 2009). Women who
are over the age of 35 and trying to become pregnant are at greater risk for infertility.
Infertility in women over the age of 35 is defined as the inability to conceive after 6
months. One third of infertility problems can be attributed to male factors, and one third
can be attributed to female factors, with the remainder being attributed to both partners or
unexplained infertility factors (Resolve, 2013). The Centers for Disease Control and
Prevention (CDC, 2013) reported that approximately 10% of women in the United States,
or 6.1 million, struggle with infertility. Less than half of women under the age of 35 who
use reproductive technologies are successful in becoming pregnant, and the success rate
decreases to 12% for women age 41 to 42 and 5% for women age 43 to 44 (Resolve,
2013).
There are several factors that may impact a woman’s ability to conceive.
Infertility in women is most commonly caused by ovulation problems, but can also be
caused by blocked fallopian tubes, physical problems with the uterus, or uterine fibroids
(Resolve, 2013). Other risk factors include age above 35, smoking, excess alcohol use,
stress, poor diet, being overweight or underweight, sexually transmitted infections, and
other health problems, such as polycystic ovarian syndrome. Although infertility can
affect women of any age, women over age 35 are at greater risk, with one-third of
couples including a woman over 35 experiencing infertility (Resolve, 2013).
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Definitions for Common Causes of Female Infertility
•

Polycystic ovarian syndrome (PCOS) is the most common cause of female
infertility. PCOS is a condition in which women do not ovulate or ovulate
irregularly (CDC, 2021).

•

Endometriosis is a chronic condition in which tissue that typically lines the uterus
grows outside of the uterus. The prevalence of endometriosis in women of
reproductive age is about 6% to 10%, with the highest prevalence among women
age 25 to 30 (Fourquet et al., 2011).

•

Tubal factors: Infertility develops when the fallopian tubes are blocked because of
disease, damage, scarring, or obstructions that prevent sperm from reaching an
egg for fertilization or prevent an embryo from reaching the uterus for pregnancy
(Women and Infants, 2021). The American Society for Reproductive Medicine
(ASRM, 2021) reported that 25% to 35% of female infertility is due to tubal
factors.

•

Uterine fibroids are benign growths that develop from the muscle tissue of the
uterus. They may develop inside the uterus, on its outer surface, or within the wall
or attach to it. Fibroids are most common among women age 30 to 49, but they
can develop at any age. African American women are more likely than Caucasian
women to develop fibroids (American College of Obstetricians and Gynecologist,
2021).

•

Endometrial polyps are overgrowths of the endometrial glands that typically
protrude into the uterine cavity. The polyps are benign and affect both women of
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reproductive age and postmenopausal women. Polyps may cause heavy bleeding
and bleeding after menopause (Relova et al., 1999).
•

Hysterectomy is the removal of the uterus and the cervix and may also involve
removal of surrounding organs and tissues, including the fallopian tubes and
ovaries (Cleveland Clinic, 2022).

•

Unexplained/other: 5% to 10% of couples trying to conceive have no apparent
cause for infertility. Couples with unexplained infertility may have problems with
egg quality, tubal function, or sperm function that are difficult to diagnose and/or
treat (ASRM, 2022).

Male Infertility Factors
Several factors may cause infertility in men. These factors are typically evaluated
by a semen analysis. When a semen analysis is performed, the number of sperm
(concentration), motility (movement), and morphology (shape) are examined by a
specialist (CDC, 2019). If the results are abnormal, this may not mean that a man is
infertile. Instead, a semen analysis helps determine if and how male factors are
contributing to infertility (CDC, 2019). Typical causes of male infertility include
disruption of testicular or ejaculatory function; unhealthy habits, such as heavy alcohol
use, smoking, anabolic steroid use, and illicit drug use; use of certain medications and
supplements; and hormonal disorders and genetic disorders that may cause little or no
sperm to be produced (CDC, 2019).
Although men are impacted by infertility, clinicians and researchers have
consistently reported that women view infertility and its treatment as more stressful than
men (Chen et al. 2004). One possible explanation is that men’s fertility is linked almost
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solely to the quality of their sperm, whereas women’s fertility is linked to the complex
combination of reproductive organs, hormones, and psychosocial environments (CDC,
2014). Although research has indicated that infertility is caused by both male and female
factors in most cultures, it is typically viewed the woman’s problem (Dyer et al., 2004).
This attribution is also reflected in other areas, including assisted reproduction, in which
“the patient” refers to the woman, regardless of whether the man is the source of
infertility. This emphasis on female fertility minimizes the existence and impact of male
factors, despite extensive literature on the rate of male infertility. Furthermore, in 60% of
infertility cases, conventional diagnostic measures fail to assess and diagnose male-factor
problems adequately (Research Centre for Reproductive Health, 2007). Therefore, the
data on infertility is gender biased and does not take into account the social implications
of labeling infertility as a woman’s only problem.
Motherhood and the Pronatalist Ideology
Women are known as child bearers. Historically, the inability to conceive a child
was labelled “barrenness” and the woman described as barren. “Infertility” has begun to
take its place, although “barrenness” is sometimes still used. Hysteria was thought of as a
primary cause of barrenness. Hysteria was once believed to be caused by a lack of sexual
relations and a wandering uterus (Micale, 1995; Rodin, 1992). It was not until much later
that hysteria was identified as a psychological problem unrelated to the uterus and
reproduction. Early in American history, having children was a tactic for survival, and
children were useful for economic reasons (May, 1997). There were also religious
pressures to conceive children. Women who were unable to have children believed that it
was God’s will and that it was up to God to bless them with children (Forsythe, 2009).
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When couples experienced infertility, the problem was thought to be with the
female. This belief has been passed down in stories and mythologies for generations,
from female deities who had the power to give and take life to classical myths depicting
fertility goddesses who controlled the renewal of life and land (Powell, 2001). For
example, in the Bible, Hannah, wife of Elkanah, is portrayed as hopeless and anorexic; it
is only after praying that she conceives (Schiff & Schiff, 1998). Today, women also
attempt to exert control over their infertility concerns from acupuncture to yoga, from
herbal teas to pineapple slices, and from prayer to positive thinking to increase chances of
getting pregnant. When these efforts are ineffective, a woman may feel like a failure.
Understandably, the tendency to believe that one is responsible for infertility is a natural
attempt to make sense of a distressing situation and it is a belief reinforced by society
(Gonzalas, 2000).
Mothering has been defined as a socially constructed set of activities and
relationships involved in nurturing and caring for people (Glenn, 1994). Mothering is
important because it is thought of as central to how people first form their identities and
learn their place in the world. Mothering is connected with women because historically
women are the ones who do the work of mothering. Motherhood is also associated with
femininity (Chodorow, 1989, 1990; Glenn, 1994), and a woman’s gender identity is
reinforced by mothering (McMahon, 1995). Therefore, womanhood and motherhood are
considered synonymous identities and experiences. Despite this deep-rooted connection,
not all women are mothers and mothering is not exclusively the domain of women
(Quinn et al., 2015).
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Pronatalist Ideology
Some societies may follow a pronatalist ideology. This ideology encompasses the
belief that a person’s social value is linked to procreation (Ulrich & Weatherall, 2000). In
particular, women are greatly impacted by this notion. Although women have been
afforded greater opportunities and rights over the last three decades in North America,
many women in neighboring countries are subjected to significant pressure by their
families and culture, that it is their duty to have children (Jordon & Revenson, 1999).
Pronatalist societies such as the United States and Canada put pressure on women to
submit to society’s standard. There is stigma placed on women who do not bear children
because they have not fulfilled their role. The pronatalist ideology asserts that biological
motherhood is the most coveted option. Therefore, a woman's social worth is intricately
tied to her ability to achieve biological motherhood (Parry, 2005).
The pronatalist ideology represents the social, political, and moral values that
shape societies view of women’s and men’s social roles regarding parenthood (Parry,
2005). The pronatalist view is harmful to women because it fuels the belief that a
women’s primary role is bearing children. This belief encourages dominant social norms
about motherhood, suggesting that motherhood is necessary to womanhood by endorsing
beliefs about women needing a child to develop as healthy individuals (Ulrich &
Weatherall, 2000). Research by Morell (2000) found that women without children were
labelled by others as pathological or incomplete. Therefore, infertility poses a threat to
the pronatalist belief system. Women who experience infertility are problematic because
they are unable to conceive children and therefore unable fulfill their primary role that the
ideology reinforces. The terms barren or sterile are often used within the pronatalist
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ideology, which conveys the inadequacy of women who experience infertility, in turn
reinforcing the value of motherhood to true womanhood (Spector, 2004). Pronatalism
targets women by labeling infertility a woman’s health issue, despite countless research
that has indicated the physiological cause of infertility is split equally between men and
women (Boston Women’s Health Group, 1998).
A study conducted by Parry (2005) found that women who struggle with
infertility in a pronatalist community are cognizant that their social status and worth are
linked to their ability to achieve biological motherhood. This awareness of the pronatalist
ideology was manifested through insensitive comments or questions and unsolicited
advice. Some women responded by immersing themselves in their work, leisure activity,
or support groups, which allowed these women to buffer against the negative impact.
However, some women perceived that pronatalism perpetuated the belief that they were
lacking, incomplete, or inadequate. Some women were left feeling that their body had
betrayed them or that they were less of a woman if they could not have children.
Pronatalism can negatively impact a woman’s view of herself if she experiences
infertility. Pronatalism links womanhood with motherhood; therefore, when motherhood
is not achieved, women may experience a loss of identity. This, in turn, may lead a
woman to feel like a failure, increase guilt, and make her feel as if she is unable to fulfill
her marital obligation (Parry, 2005).
The pressure for women to have children is present in many cultures, and women
who experience infertility often experience stigma. These women may be isolated,
neglected, and even perceived as evil because they are unable to have children. For
example, in the Islamic religion, it is expected that followers reproduce. If a woman is
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unable to conceive a child, the husband is allowed to take a second wife, the wife can be
divorced, and the husband can remarry (Parry, 2005). In Haiti, a woman is not considered
an adult until she has a child. For a woman to legitimize her relationship with a man, she
must bear him a child. If the woman does not have a child, she will forfeit any support or
other benefits (Barnes-Josiah et al., 1996). In Asian countries, there is significant pressure
from families on couples to have children as quickly as possible after marrying (Jones,
2007). Even when there was a one-child rule in China, there was pressure to have
children. This is because within the Chinese culture, womanhood equals motherhood.
Despite the one-child rule, the pronatalist mentality existed. Childlessness is highly
stigmatized because the Chinese government has enforced pro-birth policies, whereas in
other countries, pronatalism results more from social pressure. In all of these examples,
conceiving a child is the social norm, and there is significant pressure to live up to that
standard, whether from family, religious purposes, or the law. In many countries,
womanhood is equated with motherhood (Parry, 2005).
Stigma Theory
According to the National Alliance on Mental Illness (NAMI, 2020), stigma
occurs when someone views another person in a negative way due to a particular
condition. Stigma may also be described as a feeling of shame or judgment from
someone else. Stigma can be the result of a physical weakness or individual character,
which produces an undesired differentness, shame, blame, and damage to one’s identity
(Goffman, 1963). Those with infertility often form identities rooted in feeling defective
and damaged because they are unable to accomplish what they perceive everyone else is
doing with ease. Stigma theory is relevant to this population, as it posits that both disease
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and disorders are stigmatized and cause blame, exclusion, devaluation, and rejection
(Weiss & Ramakrishna, 2001).
A study conducted by Slade et al. (2007) found that women reported higher levels
of infertility-related stigma than men. This may indicate that women are more cognizant
to perceptions of stigma in general. Women may be at a greater risk of being stigmatized
in society than their male counterparts. Previous research also proposed that women and
men are socialized differently, and this distinctive socialization promotes different
meanings around fertility, highlighting the virility of the man and motherhood being key
to the female identity (Mahlstedt, 1985).
Those who are stigmatized learn firsthand the bias and injury that can occur from
daily social interactions such as church, family events, and gatherings (Goffman, 1963).
Moreover, individuals or couples with infertility may experience the uncertainty of not
knowing whether those they are associating with are prejudiced or unbiased. Infertility
can be considered a concealed stigma because the physical aspects are not visible,
however, individuals who experience infertility may become hypervigilant. For example,
when they interact with non-stigmatized people, they may look for signs to determine
whether others know they are infertile (Blascovich et al., 2000). Furthermore, due to the
concern over being stigmatized individuals that experience infertility may be involved in
numerous strategies to keep their stigma concealed (Kleck, 1968). Therefore, support
groups composed exclusively of individuals or couples diagnosed with infertility may
help decrease their anxiety, depression, and social isolation (Frable et al., 1998).
Individuals who experience infertility respond to its impact in various ways
(Blascovich et al., 2000). Individuals with infertility frequently experience fight–flight
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responses. Those who experience infertility recount numerous situations from which they
wanted to escape. For example, shopping at a mall where smiling children sat on Santa’s
lap while their parents took pictures or attending religious ceremonies such as
christenings, baby showers, or friends’ children’s birthday parties (Cousineau, 2007).
They may also choose to fight, for example, by telling people who ask them why they
remain childless to mind their own business; they can be rude or worse. Some fantasize
about verbally attacking their inquisitive relatives by explaining they are childless
because they are selfish, narcissistic, egocentric, or people who could not possibly share
the spotlight with a child. Some women may even choose not to disclose their distress to
clinicians because they feel self-conscious, afraid of being criticized or fear about being
labeled as crazy (Cousineau, 2007). Research has indicated that 13% of women
experience passive suicidal ideation after unsuccessful in vitro fertilization (IVF)
treatment (Baram et al., 1988). According to the World Health Organization (WHO,
2002) women experiencing infertility in developing countries will choose suicide over
living with the mental turmoil caused by infertility.
Cognitive Distortions
Cognitive distortions were originally defined by Aaron Beck in 1976, as the result
of processing information in a way that resulted in identifiable errors in a person’s
thinking. The term cognitive distortions also refer to self-statements that are inaccurate or
maladaptive and/or reflect a misinterpretation of events (Beck, 1995). When individuals
are faced with cognitive distortions, they may behave in agreement with the maladaptive
thought as they learn to treat the distortion as fact and as a way to guide their behavior.
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This behavior may in turn lead to decreased behavioral repertoire, increased emotional
distress, and persistent maladaptive behavior (Torneke et al., 2008).
When working with depressed individuals Beck defined six errors in thinking:
arbitrary inference, selective abstraction, overgeneralization, magnification, and
minimization; personalization, and absolutistic, dichotomous thinking. In 1980 Burns
renamed and extended Beck's cognitive distortions to ten types: all-or-nothing thinking;
overgeneralization; mental filter; discounting the positive; jumping to conclusions;
magnification; emotional reasoning; should statements; labeling; and personalization and
blame. Cognitive distortions were also later defined by Freeman and DeWolf (1992) and
Freeman and Oster (1999) and include externalization of self-worth, comparison, and
perfectionism.
The impact of infertility may impact how a woman views herself. Cognitive
therapy posits that early life experiences shape and maintain fundamental beliefs,
schemas, and self (Beck, 1970, 1976). In many cultures girls and young women learn the
importance of having children. Once these schemas develop secondary beliefs develop
and function as rules or assumptions about the self and the world. These beliefs define
personal worth and are connected with emotions and develop further into learned habitual
ways of thinking (Beck et al., 1979). Habitual thoughts function to identify core beliefs
and assumptions by generalizing, deleting, and or distorting internal and external stimuli,
therefore creating cognitive distortions. Cognitions and, specifically, cognitive distortions
have been identified as playing an important role in the maintenance of emotional
disorders.
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Cognitive Impact of Infertility
Irritational parenthood cognitions is a relatively new term that was developed
within the last decade to indicate specific, irrational cognitions related to the need and
desire to conceive a child in order to be happy in life (Fekkes et al., 2003). These
irrational ideas can lead to the development of emotional and psychological concerns. A
study conducted by Fardiazer et al. (2012) assessed health-related quality of life,
irrational parenthood cognitions, and their interrelationship among a group of Iranian
women referred to an infertility center in the capital of Iran. Health-related quality of life
as perceived by the patients themselves was used to measure the impact of disease and
the effects of treatments (Fekkes et al., 2003). Health-related quality of life entails a
person’s own perceptions of their physical, emotional, social, and cognitive functioning.
This study found that 16% of women seeking infertility treatment had reduced healthrelated quality of life. Previous researchers have identified a strong association between
irrational parenthood cognitions and depression (Farzadi & Ghasemzadeh, 2008). In
addition, irrational parenthood cognitions were found to be a major predictor of quality of
life among women with infertility (Aliyeh & Laya, 2007). Education was also a main
predictor of irrational parenthood cognitions, rather than quality of life. It appears that
more education may improve quality of life by aiding patients to develop healthier
cognitions (Fardiazer et al., 2012).
Decision-making may also be impacted by infertility. Decision-making may play
a role in the development of distress for couples. Couples may struggle over the unknown
causes of infertility, which may leave them feeling hopeless (Domar et al., 1992). The
lack of explanation may be increasingly stressful with endless questions related to causes
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and decisions about treatment. Furthermore, couples may be confronted with ethical and
moral decisions about introducing a third party such as a surrogate or donor to the
reproductive process, which may lead to significant psychological distress (Domar &
Seibel, 1997). Introducing third parties may also lead to issues with privacy and
disclosure. The cost of infertility treatment can also heighten distress in already burdened
couples experiencing infertility. For example, in the United States, the price of ovulation
induction medication is about $2000 per treatment cycle. The price of a complete IVF
cycle can be between $12,000 and $15,000 (Bayer et al., 2002). The majority of states in
the U.S. do not require health insurance companies to cover the cost of fertility treatment.
The financial cost of treatment can be highly stressful and strain the financial resources of
couples (Cousineau, 2007).
Psychological Impact of Infertility
The inability to conceive children is often experienced as a stressful event by
individuals and couples around the world. The impact of infertility can have multiple
negative consequences such as divorce, ostracism, and psychological concerns. The rate
of infertility, ranging from less than 5% to over 30%; it has been estimated that
approximately 1 in 10 couples have either primary or secondary infertility (WHO, 2003).
However, infertility affects more people in developing countries, primarily due to
infectious diseases that damage the reproductive tract and where access to fertility
services is not available or limited.
Infertility can lead to mental health concerns. Research has indicated that women
with infertility have significantly higher levels of depressive symptoms and twice the
prevalence of depressive symptoms relative to women who are fertile. When women
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experiencing infertility were compared to women undergoing gynecological care who
were fertile, 11% of the women who experienced infertility met the criteria for a current
major depressive episode, compared with 3.9% of women who were fertile (Downey &
McKinney, 1992). Other research has indicated that women with infertility have higher
rates of depression, anxiety, and hostility than a normative sample (Wright et al., 1991).
When women who experienced infertility were compared to women with other healthrelated illnesses and life-threatening diseases, such as cancer, hypertension, myocardial
infarction, chronic pain, and HIV positive status, their depression and anxiety scores were
indistinguishable, except from those with chronic pain (Domar et al., 1993). Moreover, a
study by Chen et al. (2004) found that in 112 women experiencing infertility the
prevalence of a psychiatric disorder was 40%. The most common diagnosis was an
anxiety disorder 23%, followed by 17% with major depressive disorder.
Overall, research has indicated that women with infertility concerns reported
more negative marital adjustments and lower quality of life. Study results have indicated
that women experience different rates of psychological impact. For example, rates of
depression in Denmark and the U.S. vary from 15% to 19% and 48% to 54% in Iran and
Saudi Arabia, with even higher rates of depression in Pakistan (Al-Homaidan, 2011). Ali
et al. (2017) found that depression was present in 213 of 400 (53.2%) females with
infertility. The prevalence was significantly higher in early age groups and with greater
duration of infertility. However, during early stages of infertility, if the couple’s
hopefulness about the results of medical intervention and receiving support from the
physicians and relatives was high, social and family stresses were absent, and a deep
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understanding of infertility was present, then mental stress and depression during the first
year of infertility was much less (Qureshi & Khan, 1990).
Moreover, if there was a long period of infertility and repeated referrals to
physicians, important physical stress factors, together with the significant psychological
stress factor of anxiety about the effectiveness of medical intervention, infertility
gradually became a chronic problem and a the barrier to one of the most important goals
of marriage: reproducing. While confronting this problem, infertile couples experienced
monthly cycles of hope and hopelessness (Mascarenhas, 2012), and thus a high rate of
stress that increased the depression rate. After years passed, they would gradually adjust
to infertility using moderate mechanisms such as adoption or continue their lives without
any children; consequently, their stress and depression severity would decrease, but
would never disappear.
Coping with Infertility
Coping can be defined as a reaction to the demands of a situation (Folkman &
Lazarus, 1980). Its effectiveness depends on the characteristics of the situation. Coping
refers to cognitive and behavioral efforts to master, reduce, or tolerate the internal and/or
external demands that are created by the stressful situation (Folkman, 1980). Lazarus and
Folkman (1984) proposed that coping serves two major functions. One is the regulation
of emotions or distress that comes with the stressful situation (emotion-focused coping).
The second is how the individual manages the problem that is causing the stress by
directly confronting the factors of the stressful situation (problem-focused coping).
Although both forms of coping are used in most stressful situations, they are nevertheless
dependent upon the way one appraises the situation (i.e., as a threat and/or a challenge)
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and upon the antecedents. For example, Folkman and Lazarus analyzed 1,300 stressful
events reported by people and found that both forms of coping were used in most
situations. However, people tended to use more problem-focused strategies when the
situation was appraised as changeable and more emotion-focused strategies when the
situation was appraised as not or less changeable (Folkman & Lazarus, 1980).
Cognitive Appraisal
According to Lazarus and Folkman (1984), “psychological stress is a particular
relationship between the person and the environment that is appraised by the person as
demanding or exceeding his or her resources and jeopardizing his or her well-being.”
This relationship consists of two phases (1) cognitive appraisals and (2) coping.
Cognitive appraisal is the process of categorizing an event and its various aspects, with
respect to its significance for well-being (Lazarus & Folkman, 1984). This occurs before
the person begins coping with a situation and the event evaluated as potentially stressful.
This appraisal goes through two cognitive mechanisms, primary and secondary
appraisals. Primary appraisal is an assessment of what is at stake. For example, am I in
trouble? If the person responds “yes,” the situation is categorized as a threat, a challenge,
or a loss. Loss refers to damages or harms that have already happened; threat and
challenge appraisals can refer to past events or to anticipated ones. A threat suggests
potential danger to one’s well-being or self-esteem, a challenge focuses on the success,
social rewards, and personal growth that the situation could bring. It is imperative to
recognize that threat and challenge appraisals are not necessarily mutually exclusive.
Lazarus and Folkman (1984) stated that threat and challenge appraisals are not two ends
of a single continuum. They are, however, negatively correlated (Skinner & Brewer,
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2002); threat and challenge appraisals can occur simultaneously. Secondary appraisal is
an assessment of coping resources determining a person’s confidence in their own ability
to overcome a situation. Resources can be physical (e.g., health, energy), social (e.g.,
social support from family, friends, and social network), psychological (e.g., beliefs, selfesteem, perceived control, morale), or material (e.g., financial, tools).
Infertility is described as a stressful life situation by women. Stress results from
both the threat to the major developmental milestones of parenthood (Cook, 1987) and
from undergoing treatment, which in itself is time-consuming and emotionally draining.
Infertility is considered a low-control situation, indicating that there is very little a
woman can do to affect the outcome of her treatment (Terry & Hynes, 1998). The
exception is adherence to the treatment routine, which is typically high, but nonetheless
does not ensure success. Infertility has a great impact on many areas of a woman’s life
(Newton et al., 1999). Moreover, women are always the patients, regardless of the source
of the problem. Therefore, women’s coping strategies need to be explored.
More recent studies have shown that infertility has been placed within a social
context (Greil et al., 2010). Studies indicate that from a social viewpoint, the level of
distress reported by women coping with infertility is related to the importance that they
place on parenthood and to actively undergoing fertility treatment (Gana & Jakubowska,
2016). Both of these to some degree reflect the extent to which these women have
internalized the social norm and expectation and are distressed by the uncontrollable
inability to have a child.
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Coping Strategies
Coping strategies, such as avoidance, denial, and escape, are related to heightened
psychological distress in people being treated for infertility. Approach-oriented and
active coping strategies (Schmidt et al., 2005) and positive reinterpretation (Benyamini et
al., 2008) have been found to be related to less psychological distress in this population.
Cognitive coping strategies can be understood as the cognitive way of managing the
intake of emotionally arousing information (Garnefski et al., 2001). Multiple studies have
been performed focusing on the relationship between life stressors, cognitive coping
strategies, and emotional problems (Kraaij et al., 2008). A consistent finding is that
cognitive coping strategies, such as catastrophizing and rumination, have a significant
positive relationship with emotional problems, whereas positive refocusing (focusing on
pleasant issues instead of the life stressor) has a significant negative relationship with
emotional problems.
Recently, it has been suggested that the stress-coping model should be integrated
into a more all-inclusive framework of self-regulation (De Ridder & De Wit, 2006). Selfregulation more clearly takes into account the role of personal goals for the meaning of a
stressful event and subsequent action. Self-regulation theory (Carver & Scheier, 2000)
proposes that people strive for the attainment of personal goals and are constantly
comparing what is with what is desired. Goals can be defined as internal representations
of desired outcomes (Austin & Vancouver, 1996). Goals provide the building blocks that
define people’s life and connect life with purpose. Confronting unattainable goals, such
as conceiving a child, may result in reduced well-being and increased psychological
distress. Well-being and quality of life may be facilitated both by the ability to disengage
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from goals that are no longer attainable and by the pursuit of goals that are attainable
(Wrosch & Scheier, 2003). Several studies have shown that goal disengagement and goal
reengagement may be associated with high subjective well-being (Kraaij et al., 2008).
One study in particular demonstrated that when people were not able to adjust and
disengage from their child-related goal after a negative treatment result, they experienced
an increase in depressive symptoms (Salmela-Aro & Suikkari, 2008).
Maintaining some level of normalcy is one way to cope with the stress of
infertility. A study conducted by Benyamini et al. (2017) concluded that patients who
managed to maintain normal routines and did not feel different than other people their
age experienced better quality of life and psychological adjustment. Normalization
includes a focus on other goals in life, instead of or in addition to those that are currently
blocked. In terms of infertility, other research has indicated that, in many countries that
do not reinforce pronatalist beliefs and where women are not desperate to have a child,
these women are able to balance the goal of biological parenthood with retaining wellbeing, avoiding financial difficulties, and maintaining their relationship (Phillips at al.,
2014). However, adjusting one’s goal following failed fertility treatment was found to
mitigate its effect on depression (Salmela-Aro & Suikkari, 2008).
In countries where the pronatalist ideology is much more prevalent, such as Israel,
goal adjustment is much more difficult to achieve. The availability of state-of-the-art
medical technology, family and societal pressures, lack of acceptability of a childless
lifestyle, and lack of financial limitations make the price of separation from the goal of
parenthood very high. For example, such separation was seen only in a minority of Israeli
couples who had undergone quite a few failed IVF treatments (Lande, 2015) and
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discontinued treatment before having two children because of psychological burden and
lack of hope. Moreover, a recent meta-analysis of studies from the U.S. and Europe
showed that a blocked parenthood goal can lead to greater distress, but not necessarily to
separation from the goal; even when women disengaged, it did not alleviate their distress
(Da Silva et al., 2016). Furthermore, women can choose to reengage in other goals at the
same time. Engaging in alternative meaningful goals has been found to be adaptive for
women undergoing infertility treatments (Kraaij et al., 2010), mainly in terms of greater
well-being (Da Silva et al., 2016). Normalization, in the sense of maintaining life routines
and balancing between infertility and other life domains, allows for such goal
reengagement.
Self-Efficacy
Self-efficacy may also play a significant role in how women cope with and
manage the stress of infertility. According to Bandura (1997), self-efficacy is defined as
confidence and self-esteem in socially acceptable behavior. Self-efficacy is a person’s
belief in his or her capacity to succeed in a particular situation (Folkman & Chesney,
1992). Bandura noted that these beliefs can impact how a person thinks, acts, and feels
(Bandura & Adams, 1994). Self-efficacy is an essential construct and has been studied
across various health areas, including cancer, diabetes, physical activity, and
perimenopause. Several studies have indicated that self-efficacy has an important role in
health promotion and outcome (Bandura & Adams, 1994). Research has also shown that
infertility self-efficacy has a relationship with health behavioral scale scores. Women
with higher levels of infertility self-efficacy reported fewer depressive symptoms, less
anxiety, and better general health from infertility experience (Cousineau et al., 2006).
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Women with infertility may have experienced emotional instability during
diagnosis and treatment and experience a sense of fear and failure (Podolska & Bidzan,
2011). However, when a person has high self-efficacy, they are able to look at difficult
situations through the lens of a challenge rather than a threat and are able to set goals and
commit to overcoming the barrier (Yong, 2010). For example, according to Cousineau
and colleagues (2006), women with infertility may perceive that they have the confidence
and skills needed to perform treatment tasks such as self-injections, but after multiple
pregnancy losses or failed treatment cycles, their efficacy beliefs, perception of engaging
in those tasks, or having to try alternative tasks may change, at which point psychological
intervention may be necessary. Furthermore, the idea that self-perception can change as a
result of infertility or its treatment is supported by evidence that female patients tend to
be confident in their ability to conceive at the onset of fertility treatment, but experience
discouragement and distress after prolonged treatment (Domar et al., 2000). Women who
are able to sustain high self-efficacy to cope with infertility may have a more positive
emotional status, persist with medical treatment, and utilize family resolution (Cousineau
et al., 2006). Self-efficacy involves several self-regulation processes (cognitive, affective,
and motivational) and determines the appropriate skills to manage stressful situations.
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Chapter 3: Method
This study explored the relationship between female infertility stigma, cognitive
distortions, and coping responses of women. This quantitative study utilized a
correlational design and employed correlational analyses, a multiple regression analysis,
and factor analysis to examine variables.
Participants
Women between the ages of 18 and 45 who had been experiencing infertility for
at least 12 months were anonymously selected for this internet survey-based study. The
participants were screened through a series of inclusion and exclusion questions at the
beginning of the survey. Information gathered about the participants included gender,
age, ethnicity, marital status, and medical concerns causing an infertility diagnosis.
Participants were instructed to answer questions related to their beliefs about their
infertility, coping styles, and thoughts about infertility.
Inclusion Criteria
Participants were included in the study if they were biologically female, unable to
achieve a clinical pregnancy after 12 months or more of regular unprotected sexual
intercourse, between the ages of 18 and 45, and not experiencing menopause or
menopausal symptoms. Moreover, participants were required to have at least an eighthgrade education and be able to speak and read English fluently.
Exclusion Criteria
There were no exclusion criteria after inclusion criteria were met.
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Screening and Recruitment
Prior to entering the study, participants were required to complete eligibility
questions regarding their age, biological sex, and whether they had experienced at least
12 months of infertility, were able to read/speak English, had at least an eight-grade
reading level, and were not experiencing menopause symptoms. In order to achieve a
sufficient sample, women who experienced infertility were recruited via Facebook,
Reddit, Researchmatch.org, and women’s health listservs. Participants were offered a
chance to win one of two $50 gift cards.
Measures
Inventory of Cognitive Distortions
The Inventory of Cognitive Distortions (ICD; Yurica & DiTomasso, 2001)
assesses an individual’s level of cognitive distortions, based on the cognitive model of
anxiety and depression. The ICD is a self-report inventory comprising 69 items. Items are
scored on a five-point Likert scale, ranging from 1 (never) to 5 (always), with higher
scores indicating more cognitive distortions. Scores range from 69 to 345. The ICD
yields a total score of the cognitive distortions, as well as scores for each subscale or
specific distortion. Following a factor analysis, 11 factors were maintained that measure
the following cognitive distortions: externalization of self-worth, fortune-telling,
magnification, labeling, perfectionism, comparison with others, emotional reasoning,
arbitrary inference/jumping to conclusions, emotional reasoning and decision making,
minimization, and mind reading.
The ICD has high internal consistency reliability, with a total scale Cronbach’s α
of .98. The 11 subscales also have high internal consistency reliability, with scores
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ranging from .56 to .94. It was also found by Yurica (2002) that the measure has good
construct validity and that the ICD total scores were able to differentiate between clinical
and nonclinical participants. Results suggested that the higher the rate of cognitive
distortions, the higher the occurrence of dysfunctional thinking and the greater the
endorsement of depressive symptoms (Yurica, 2002). The ICD is also able to distinguish
between depressed and nondepressed individuals (Yurica, 2002).
Infertility Stigma Scale
The Infertility Stigma Scale (ISS; Fu et al., 2015) measures both
perceived stigma and self-stigma for coping with a diagnosis and treatment of infertility.
The ISS has 27 items rated using a 5-point Likert scale (1 = totally disagree to 5 = totally
agree). The ISS measures four factors: self-devaluation, social withdrawal, public stigma,
and family stigma. These four factors accounted for 58.17% of the total variances. The
total score varies between 27 and 135. The Cronbach’s α for each subscale are 0.86 for
self‐devaluation, 0.77 for social withdrawal, 0.92 for public stigma, and 0.84 for family
stigma. Cronbach's α, split-half coefficient, and test-retest correlation coefficient for the
whole scale were 0.94, 0.90, and 0.91, respectively. In addition, associations of the ISS
with other measures suggested good convergent validity. The content validity index was
0.92 (Fu et al., 2015). Thus, the ISS is a reliable and valid measure to assess levels of
stigma experienced by women with infertility. The ISS has been psychometrically tested
in Chinese, Japanese, and Turkish female populations.
Infertility Self-Efficacy Scale
The Infertility Self-Efficacy Scale (ISE; Cousineau et al., 2006) was developed to
assess an individual’s perception about his or her ability to engage in a set of cognitive,
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emotional, and behavioral skills related to coping with infertility and the stress of
infertility treatment. The ISE contains 16 items rated using a 9-point Likert scale (1 = not
at all confident to 9 = totally confident). The total score is determined by summing the 16
sub-scores. The lowest possible confidence score is 16, and the highest possible
confidence score is 144. Higher scores indicate more self-efficacy, and lower scores
indicate less self-efficacy. The ISE scale is a reliable and valid measure of an individual’s
self-confidence related to health promotion during infertility treatment. The single
component of “cognitive/affect regulation” suggests the core set of skills is relevant to
successfully manage the experience of infertility. The ISE correlations in comparison
with other mental health measures suggest good convergent and discriminant validity.
Demographic Questionnaire
A demographic questionnaire was used to gather information about the
respondents, including age, ethnicity, duration of infertility, level of education, marital
status, and medical conditions that cause infertility.
Procedures
The study included women who had experienced infertility for 12 months or
longer. Participants were anonymously recruited online, as previously described. On each
page/website, there was a post stating the nature of the study, purpose, and potential
benefits. All interested participants were directed to a link with the eligibility
questionnaire. Those who were ineligible were directed to another screen, thanked for
their time, and instructed to exit the survey. After participants met the inclusion criteria,
they completed the demographic questionnaire, ICD, ISE, and ISS. All participants had
the right to withdraw from the study at any time. All data was stored on Survey Monkey.
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All participants who completed the study were directed to a separate link to enter a raffle
to win a $50 gift card. Interested participants entered the raffle and were asked to provide
their e-mail addresses. Two names were randomly selected as winners and notified by email. The data collected on Survey Monkey was transferred to and analyzed using SPSS.
The message posted online is provided in the appendix.
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Chapter 4: Results
In this chapter, the results of this study are presented. First, the power analysis
and demographic statistics on the characteristics of the sample are described. Second, the
correlational results are reported. Next, the results of the multiple regression analysis
hypothesis are explained. Finally, results of the factor analysis hypothesis are reported.
Power Analysis
Standard processes for determining power were employed. With an initial α set at
.05 for a medium effect size at the .05 level of significance for 80% power with three
predictors, the number of required subjects was determined by the formula 104+3, with
three indicating the number of predictors (Tabachnick et al., 2007).The results of the
power analysis determined the need for 107 participants to complete the study to detect
an effect if one existed in the population. In order to obtain 107 participants based on an
expected 30% response rate, the study was approved for 321 subjects by the Institutional
Review Board.
All statistical analyses were completed using statistical software, SPSS version
24. The survey was posted over an 8-month period. After closing the survey, 701
participants attempted to complete the survey. However, 330 participants did not
complete the survey or omitted items. The data for these 330 participants were omitted
from the data analyses, yielding 371 individuals who completed the survey. There were
370 respondents (99.7%) who met all inclusion criteria.
Demographic Analysis
The questionnaire involving collection of demographic information was at the end
of the procedure, so if participants withdrew from the study prior to finishing all study
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materials, demographic information was not collected. All 371 participants identified
their biological sex as female. Of the 370 participants who reported their age, 118 were
ages 30 to 33 (31.8%), making this the main age group (Table 1). In terms of relationship
status, 295 participants identified as married (79.5%), and 22 identified as single (5.9%),
as shown in Table 2.

Table 1
Participants’ Ages
Age Ranges

Frequency

%

Valid %

Cumulative %

18–21

4

1.1

1.1

1.1

22–25

52

14.0

14.1

15.1

26–29

86

23.2

23.2

38.4

30–33

118

31.8

31.9

70.3

34–37

74

19.9

20.0

90.3

38–41

26

7.0

7.0

100

42–45

10

2.7

2.7

Subtotal

370

99.7

Missing

1

0.3

371

100

Total
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Table 2
Relationship Status
Status

Frequency

%

Valid %

Cumulative %

Single

22

5.9

6.0

6.0

Married

295

79.5

81.0

87.1

Committed

47

12.7

12.9

100

Subtotal

364

98.1

Missing

7

1.9

371

100

Total

Participants were asked to identify specific illnesses/procedures or conditions that
may have caused their infertility. The following conditions were identified: 131
participants had PCOS (35.3%), 132 reported tubal occlusion (35.6%), 59 had uterine
fibroids (15.9%), 56 had endometrial polyps (15.1), 62 had endometriosis (16.7%), 11
participants had a hysterectomy (3%), 63 reported that unexplained/other conditions
caused their infertility (17%), and 15 participants reported none of the above factors
(4%). Furthermore, there was limited racial and ethnic diversity. Of 364 participants who
reported their racial background, 242 participants identified as White or Caucasian
(65.2%), making this the largest ethnic group (Table 3).
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Table 3
Race/Ethnicity
Race/Ethnicity

Frequency

%

Valid %

Cumulative
%

White/Caucasian

242

65.2

66.5

67.9

Black/African American

46

12.4

12.6

80.5

Hispanic

40

10.8

11.0

91.5

Asian

13

3.5

3.6

95.1

Native American/Alaskan

18

4.9

4.9

100

Other

5

1.3

1.4

1.4

Subtotal

364

98.1

100

Missing

7

1.9

371

100

Total
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Table 4
Descriptive Statistics for Predictor Variables (N = 371)
Variable

Minimum

Maximum

M

SD

96.0

345.0

215.0

40.7

Infertility Stigma Scale

31.0

135.0

85.0

20.9

Infertility Self-Efficacy

29.0

144.0

92.5

23.2

Duration of infertility

0.0

197.0

13.1

17.7

Time trying to conceive

0.0

197.0

10.6

15.2

Inventory of Cognitive
Distortions

Scale

Hypothesis 1
A Pearson correlation was conducted to determine the relationship between
cognitive distortions (ICD) and infertility stigma (ISS). There was a strong positive
correlation between cognitive distortions and infertility stigma, r(369) = .611, p < .001.
The adjusted R2 was 0.37. This indicated that 37% of the variability in infertility stigma
was explained by differences in level of cognitive distortions. As scores on the ICD
increased, suggesting a higher level of cognitive distortions, scores on the infertility
stigma scale also increased.
Hypothesis 2
A Pearson correlation was conducted to determine the relationship between the
participant’s ability to cope, as measured by the Infertility Self-Efficacy Scale (ISE), and
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perceived infertility stigma (ISS). There was a negative correlation between self-efficacy
and infertility stigma, r(369) = -.112, p = .016. The adjusted R2 was .0125. This indicated
that 1.25% of the variability of infertility stigma was attributable to differences in selfefficacy (adaptive coping). As scores on self-efficacy increased, perceived infertility
stigma decreased.
Hypothesis 3
A Pearson correlation was conducted to determine the relationship between
duration of infertility and infertility stigma (ISS). There was a small positive correlation
between duration of infertility and infertility stigma, r(369) = .098, p = .030. The adjusted
R2 was 0.009. This indicated that 1% of the variability of infertility stigma was explained
by differences in duration of infertility. As the duration of infertility increased, there was
a slight increase in perceived infertility stigma. There was also a small positive
correlation between duration trying to conceive and infertility stigma, r(369) = .145,
p = .003. The adjusted R2 was .021. This has indicated that 2.1% of the variability of
infertility stigma was attributable to duration trying to conceive. As duration trying to
conceive increased, perceived infertility also increased.
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Table 5
Correlations for Study Variables (Total Scores) and Time Trying to Conceive
Variable

1

2

3

4

1. Inventory of

–

.611

.005

.048

.464

.179

.017

–

-.112

.098

.016

.030

–

-.091

Cognitive
Distortions
p
2. Infertility Stigma

.611

Scale
p
3. Infertility Self-

.145
.005

-.112

.464

.016

.048

.098

-.091

.179

.030

.041

.110

.145

-.019

.017

.003*

.355

Efficacy Scale
p
4. Duration of

.041
–

infertility
p
5. Time trying to
conceive
p
*p < 0.01 (1-tailed)

.822
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Hypothesis 4
A regression analysis was conducted in order to determine whether the
combination of total ICD scores, ISE scores, and duration of infertility could predict
infertility stigma (ISS) total score. The results were statistically significant, F(3, 367) =
78.37, p < .001. The adjusted R2 was 0.385, indicating that 38.5% of the variability in ISS
total scores could be accounted for by the combination of scores on the ICD and the ISE
and duration of infertility. This is a moderate effect size. Notably, when included in the
regression equation, duration of infertility was no longer a significant predictor of the ISS
total score, as the unstandardized β coefficient was not significant (p = .152)
The following equation was used to predict Infertility Stigma Scores (ISS): Score
on ISS = .313 * (score on ICD) + (-.098) * (score on ISES) + .069 * (number of months
of infertility) + 25.90.
Tolerance and variance inflation factors indicated that there was no
multicollinearity (overlap) between predictor scores (ICD, ISE, and duration). The data
had a normal distribution and homoscedasticity was present. There were also no
significant outliers (Figure and Table 6).
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Table 6
Coefficients of Predictor Variables to Dependent Variable (Infertility Stigma)
Model

Unstandardized

Coefficients

Standardized

Coefficients

SE

Coefficients β

t

p

Tolerance

Variance
inflation

B
Constant

factors

25.904

5.738

.313

.021

-.098

.069

Inventory of

4.514

.000

.609

14.930

.000

.998

1.002

.037

-.109

-2.668

.008

.992

1.008

.048

.059

1.434

.152

.989

1.011

Cognitive
Distortions
Infertility
Self-Efficacy
Scale
Duration of
infertility

Table 7
Model Summary of Predictor Variables (Cognitive Distortions, Self-Efficacy, Duration of
Infertility, and Time Trying to Conceive) to Dependent Variable (Infertility Stigma)
Model

1

R

R2

.625 .390

Adjusted

SE of

R2

Estimate

.385

16.403

R2

F

df1

df2

Change Change
.390

78.365

3

367

pF

Durbin-

Change

Watson

.000

1.391

FEMALE INFERTILITY STIGMA, COGNITIONS, AND COPING

43

Table 8
ANOVA for Predictor Variables (Cognitive Distortions, Self-Efficacy, Duration of
Infertility, and Time Trying to Conceive) to Dependent Variable (Infertility Stigma)
Model

SS

df

MS

F

p

Regression

63260.718

3

21086.906

78.365

.000

Residual

98753.977

367

269.084

Total

162014.695

370

Hypothesis 5
A principal component factor analysis was conducted to identify potential
subscales underlying the Infertility Stigma Scale (ISS). There were 27 items initially
examined on the ISS. Based on an eigenvalue greater than 1, there were five factors
identified on the ISS. All five factors accounted for 61.66% of the total variability. The
first three factors accounted for the majority of variability, 45.73%. Keiser-Meyer-Olkin
test results were strong (.92), suggesting the interitem correlations are relatively compact,
and thus the factor analysis should yield distinct and reliable factors. In addition, the
results of Bartlett’s test of sphericity were significant (Bartlett’s test of chi-square =
.5263.90, df = 351, p = .000). This suggests that each item correlated significantly with
other items, and a factor analysis was appropriate for this dataset. Therefore, the null
hypothesis was rejected, stating that the correlation matrix is an identity matrix and
variables would be unrelated.
With regard to individual factors, 23 items loaded uniquely on one of the five
factors, whereas four items could be eliminated due to cross-loading on two factors. The
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cutoff criteria for factor loading was .4 or higher. Factor 1 yielded eight items and
represented feelings of self-devaluation on the ISS, e.g., “I feel inferior to others because
of infertility.” This factor accounted for the largest single variance of all factors in the
scale (18.39%). Factor 2 yielded five items and represented perceptions of family/peer
rejection, e.g., “I don’t make new friends for fear they will find out I have infertility.”
This factor accounted for 16.86 % of the variance. Factor 3 yielded five items and
represented perceptions of public stigma, e.g., “It is common that people discriminate
against women who have infertility” and accounted for 10.47 % of the variance. Factor 4
yielded three items and represented perceptions of partner/relationship stigma, e.g., “I am
afraid my partner would divorce me.” This factor accounted for 9.19% of the variance.
Lastly, factor 5 yielded only two items representing social withdrawal due to infertility,
e.g., “I try to conceal my condition from others.” This factor accounted for the least
single variance of all the factors in the scale (6.72%), as shown in Table 10.
Overall, these analyses indicated that five distinct factors were underlying stigma
responses to the Infertility Stigma Scale (ISS) items and that these factors were internally
consistent. Data suggested that four of the 27 items could be eliminated; however, the
original factor structure proposed by Fu and colleagues (2015) was retained. An
approximately normal distribution was evident for the composite score data in the current
study; thus, the data were well suited for parametric statistical analyses.
To investigate the internal consistency reliability of the ISS, a total scale estimate
of internal reliability was calculated using Cronbach’s coefficient α. However, only 23 of
the 27 items loaded uniquely into the 5 factors; a total scale reliability analysis was
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computed for all 27 items. The total scale Cronbach’s α was .93, indicating a high level
of reliability for the total score.

Table 9
Rotated Component Matrix of Infertility Stigma Scale
Component
Item
I look down on myself

1
.793

because of infertility.
I feel inferior to others

.786

because of infertility.
I am ashamed of being

.726

infertile.
I feel that I am a failure

.693

to be a woman.
I feel useless at times.

.654

I feel that I have an

.589

unfortunate fate.
Having infertility has
spoiled my life

.556

2

3

4

5
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Component
Item
I feel like a freak (an

1

2

.510

.499

3

4

5

incomplete woman) in
the eyes of others.
I feel like a burden to my

.505

family.
I am more sensitive to

.495

.409

pregnancy and
children because I
can’t get pregnant.
I don’t make new friends

.817

due to fear that they
will find out that I
have infertility.
I worry that people may

.798

stay away from me
when they find out I
have infertility.
My family members try
to make trouble for
me because of my
infertility.

.785
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Component
Item

1

I feel my family does not

2

3

.726

take care of me as
much as before.
I worry that people may

.584

laugh at me when they
find out I have
infertility.
I avoid getting close to

.437

.550

people who don’t
have fertility
problems.
I feel that people judge

.727

me behind my back
because of infertility
I feel that people view

.719

me differently
because of infertility.
It is common that people
discriminate against
infertile women.

.556

4

5

FEMALE INFERTILITY STIGMA, COGNITIONS, AND COPING

48

Component
Item
I feel that people around

1

2

3

4

5

.553

me look down on me
because of infertility.
I worry that people may

.448

look down on me
when they find out I
have infertility.
I am afraid my partner

.779

will divorce me.
I worry that the

.752

relationship with my
partner is worse.
I am afraid a remarriage

.631

(or new relationship)
would be affected,
once people know my
situation
I try to conceal my
conditions from
others.

.719
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Component
Item

1

I am unwilling to

2

3

4

.469

5
.602

mention infertility.
I feel embarrassed when

.526

being asked
something about
having kids.

Table 10
Total Variance: Rotation of Squared Loadings for the Infertility Stigma Scale
Component

Total

% of

Cumulative %

Variance
1. Self-devaluation

4.967

18.398

18.398

2. Family/peer

4.553

16.864

35.262

3. Public stigma

2.829

10.477

45.739

4. Partner stigma

2.482

9.194

54.933

5. Social withdrawal

1.816

6.727

61.660
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Chapter 5: Discussion
Infertility can lead to psychological, behavioral, and cognitive concerns. Research
has indicated that infertility may cause irrational parenthood cognitions. These distorted
cognitions may affect a woman’s perceptions about her need and desire to conceive a
child in order to have a meaningful life (Fekkes et al., 2003). When this desire is not
fulfilled, it may cause depression and psychological distress (Farzadi & Ghasemzadeh,
2008). This need to conceive may be increased by societal pressure and avoidance of
infertility stigma.
Cognitive Distortions and Infertility Stigma
It was hypothesized that there would be a positive correlation between cognitive
distortions and infertility stigma. The results revealed that women who reported greater
infertility stigma also reported higher rates of cognitive distortions. Women who are
stigmatized may therefore refer to self-statements that are inaccurate or maladaptive
and/or reflect a misinterpretation of events (Beck, 1995). The literature suggests
numerous consequences associated with social stigma, including psychological distress,
depression, and anxiety (Bos et al., 2013). Infertility stigma may impact cognitive
appraisal and threaten self-esteem (Folkman el al., 1986). When a person experiences
stigma, they may believe that they are different from others, which can devalue their
sense of self, paving the way for cognitive distortions to emerge (Goffman, 1963).
Society categorizes individuals and attributes what is natural and ordinary for each
member of the category. The desire for children is commonly the norm. Thus, infertility
and childlessness may be seen as a form of abnormal behavior (Whitfield & Gonzalez,
1995). As a result, infertility becomes stigmatized.
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Self-stigma may develop when a person connects the devaluation from public
stigma to their condition. Self-stigma has cognitive, affective, and behavioral components
(Mak & Cheung, 2008). Self-stigma refers to negative attitudes created by individuals
due to the conditions to which they have been subjected. Women may internalize
infertility stigma and see themselves as less than other women who can conceive.
Common experiences linked to infertility stigma include isolation, feelings of shame,
inferiority, worthlessness, loss of control, and decreased self-esteem (Taebi et al., 2021).
Moreover, public stigma can impact the self through internalized stigma, which is the
reduction of self-worth and accompanying psychological distress experienced by people
with a stigmatized condition (Herek, 2007, 2009). The results of this study add to the
current literature, as participants endorsed high rates of self-devaluation and public
stigma. The results of this study support the hypothesis that as cognitive distortions
increase, stigma increases. It also adds to the literature indicating that infertility stigma
negatively impacts a woman’s cognitions. Therefore, addressing cognitions may be a
specific target for mental health providers working with women experiencing infertility.
Self-Efficacy and Infertility Stigma
With regard to coping ability, as a woman’s self-efficacy increases, perceived
infertility stigma decreases. The results of this study are congruent with previous research
that effective coping can reduce the negative impact of stigma. The Infertility SelfEfficacy scale examines several ways of coping: escape–avoidance, planful problem
solving, positive reappraisal, self-controlling, seeking social support, and distancing.
Several studies have indicated that self-efficacy has an important role in health promotion
and outcome (Bandura & Adams, 1994). For example, Primdahl et al. (2011) examined
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the association between self-efficacy and health-related outcomes. Higher levels of selfefficacy were associated with lower levels of disability, pain, fatigue, and disease
duration. Furthermore, research has shown that infertility self-efficacy has a relationship
with health behavior scales (Faramarzi et al., 2014). Women with higher levels of
infertility self-efficacy reported fewer depressive symptoms, less anxiety, and better
general health from the infertility experience (Cousineau et al., 2006). Self-efficacy is
predicted to increase when progress is made towards the target behavior. The stronger the
self-efficacy for a particular behavior, the more effort and persistence are devoted to it
(Buckworth, 2017). Expectations about success can play a crucial role in effort. If a
woman begins to doubt her ability to get pregnant, her self-efficacy may plummet,
causing psychological distress. Individuals with lower self-efficacy have fear of risks and
uncertainty, low aspirations, and fear of failure (Picha & Howell, 2018). In contrast, those
with higher self-efficacy are more willing to take risks and able to retain a sense of
accomplishment. Olander et al. (2013) found that action planning, time management,
planning social support, and prompting self-monitoring of behavioral outcome are helpful
tools to improve self-efficacy.
Prior research has indicated that psychological interventions can also improve
self-efficacy. Cognitive behavioral therapy (CBT) can increase scores on the ISE (Pasha
et al., 2013). The use of CBT with women experiencing infertility has been shown to
improve self-esteem and self-acceptance. Psychological intervention based on selfefficacy theory can have a positive impact in reducing anxiety and perceived stress, and
relaxation education can increase self-efficacy scores in group settings (Bastani et al.,
2006). Infertility can be considered a stressful life event that can influence personal
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control; therefore, women who experience infertility must have the confidence and skills
required to seek reproductive assistance and adaptively cope (Domar at al., 2000). CBT
can help women assess their cognitive appraisal of infertility. This would allow women to
explore their own interpretation of how stressful infertility is. Cognitive reappraisal may
then be utilized to counteract negative self-beliefs and increase adaptive emotional
reactivity. Emotion regulation skills and exposures are other helpful strategies that can be
taught during anxiety-provoking situations (unsuccessful treatments) to reduce anxiety
(Goldin et al., 2012). Self-efficacy is considered a significant factor in individual
performance and a predictor factor in accepting patterns of health (Bandura, 1997).
Individuals with high self-efficacy are better equipped to overcome obstacles. Those who
have negative views of themselves and their bodies are at greater risk for depression and
anxiety.
Coping with Infertility Stigma
Recent literature has also explored the importance of social support. Specifically,
therapy or groups can serve as protective factors for women who experience infertility.
Peer groups have been identified as an important source of support for women with
fertility problems. Improving social relationships through peer support may increase
fertility-related quality of life (Kiesswetter, 2020). Disclosing one’s experience to others
in similar situations may reduce stigma and level of anxiety. Thus, peer support groups
should be considered by healthcare providers, as the groups serve a crucial role in
therapeutic settings. Partners are another source of social support that can alleviate the
pressures of infertility stigma. A study conducted in Australia showed that the husband
and mother were the strongest familial supports and the mother-in-law the weakest source
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of support for women experiencing infertility (Ried & Alfred 2013). Most women in the
study perceived limited support from their husband’s family. However, husbands played
a crucial role in defending their wives against verbal and behavioral pressures from
others, particularly in-laws (Ried & Alfred 2013). A study in Nigeria found that other
women were the greatest source of stigma. Women who experienced infertility stigma
were the target of verbal and physical stigma from the women in their husbands’ families
(Dimka & Dein, 2013).
Isolation and secrecy are significant risk factors for psychological distress in
women who experience infertility stigma. Infertility stigma is associated with feelings of
shame and secrecy. It has been suggested that secrecy requires constant vigilance in
social interactions and therefore has significant psychological consequences (Smart &
Wegner, 2003). The preoccupation model proposed that the more one attempts to
suppress a particular idea, the more it intrudes into consciousness (Slade et al., 2007).
Greater stigma may therefore be associated with lower disclosure and greater distress,
which may in turn impact coping and support. If infertility stigma is experienced, it has
the potential to reduce social support and cause depression (Slade et al., 2007). It may
also cause psychological disturbance, decrease self-esteem and self-efficacy, and create a
tendency toward self-stigma (Sternke & Abrahamson, 2015).
Stigma consciousness may influence the extent to which people interpret vague
responses from others as being stigmatizing and lead to less perceived support and more
feelings of stigma. In many cultures, having a child is considered a great privilege;
therefore, motherhood and having a child is the only way for women to raise their
standing in society (Alhassan et al., 2014). Thus, in order to be accepted in society,
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women may seek to hide their infertility. Goffman (2009) suggested that the first strategy
for confronting stigma is hiding it. The belief that one will not be accepted leads to
concealing the condition and the notion that this will reduce the intensity of the stigma.
However, when individuals hide their problem, they face the problem alone, which
makes them more anxious. Women may also use unproductive coping strategies, such as
avoidance, to mitigate unwelcomed reactions from others. Women experiencing
infertility may fear that their secret might be revealed, increasing tension and feelings of
guilt and sadness, making them vulnerable to psychosocial pressures (HasanpoorAzghady et al., 2019).
Infertility stigma is often deeply embedded into a society’s cultural background,
which may increase the rates of stigmatization even from peers or family members. For
example, within the Iranian culture, special sociocultural and religious significance is
accorded to childbearing. The Iranian culture considers children as divine blessings and
childlessness as unpleasant. This is also reflected in some policy documents, including
the Iranian Family Protection Act, which emphases the importance of childbearing
because infertility is considered a cause of divorce (Abbasi et al., 2005). However,
empowering women in society can help mitigate shame and reduce pressure from the
sociocultural norms. Empowering women and increasing self-efficacy should be based
upon a deep understanding of infertility within the context of the culture. This may help
to guide public policy and aid in the development of programs to reduce stigma
(Roudsari, 2008). Research has indicated that empowered women, regardless of
education and employment, were more successful in balancing the psychological
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outcomes of infertility stigma. Kabeer (1999) stated that self-respect, self-efficacy, and
psychological health could be improved by empowering women.
Duration of Infertility and Stigma
As the duration of infertility increased, there was a slight increase in perceived
infertility stigma. It was hypothesized that the longer a woman had been experiencing
infertility, the greater her perceived infertility stigma would be because greater stigma
and distress would emerge over time. Previous research has indicated that time plays a
role in a woman’s confidence in her ability to become pregnant. Women typically have
greater confidence at the onset of infertility treatment, which declines overtime. After a
long period of treatment failures, many women experience greater psychological distress
(Domar et al., 2000). Many women nowadays are waiting until their 30s to start families.
However, fertility declines as women age, due to the normal decrease in the number of
eggs that remain in the ovaries. A woman’s greatest chance of getting pregnant is in her
20s (American Society for Reproductive Medicine, ASRM, 2012). Fertility begins to
gradually decline in women in their 30s, specifically after age 35. In the present study,
58.7% of women experiencing infertility were in their 30s. The American College of
Obstetricians and Gynecologists (2022) notes that by age 45, fertility has declined to the
extent that getting pregnant is unlikely for most women. In addition, as women age, they
are at greater risk for disorders that can affect fertility, such as uterine fibroids and
endometriosis.
Although there was a correlation between duration of infertility and infertility
stigma, this correlation was not strong. Some research has indicated that over time,
adaptive coping, adjusting to the condition of infertility, and seeking support can help to
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mitigate perceived infertility stigma. This would suggest that the relationship between
duration and infertility stigma is not linear but curvilinear. Infertility stigma will increase
to a point, but then decline as duration of infertility increases. Furthermore, research has
indicated that after years of infertility, many gradually adjust using moderating
mechanisms such as adoption. Alternately, they may have continued without any
children, and their stress and depression severity would decrease but never disappear.
Similarly, there was a small correlation between time trying to conceive and infertility
stigma. Trying to conceive can be a difficult time for many women, particularly those
with fertility issues. When a woman is trying to get pregnant, she may experience
infertility stigma. More research is needed to explore the relationships between duration
of infertility, duration trying to conceive, and infertility stigma.
Interpretation and Implications
Medical providers and mental health professionals should be aware of the
negative impact of infertility stigma. Health providers are in a unique position to assess
the risk for infertility stigma. Early detection may help to minimize its impact. This could
pave the way for the identification of effective coping skills, including problem-focused
and solution-focused strategies. Providers can utilize screening tools for stigma and
connect patients to appropriate resources, including group therapy, couples counseling,
and cognitive behavioral therapy, to reduce the impact of stigma.
Many cultures link womanhood to motherhood, which promotes devaluation,
isolation, shame, and guilt for women who experience infertility. Women’s health
providers can help address societal norms through education on reproductive health and
protective factors to minimize stigma. Women have traditionally been disadvantaged in
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terms of economic and social status and power, which in turn reduces their access to
necessities including healthcare. Women continue to be disadvantaged when it comes to
healthcare, despite improvements in western society. This gender gap is even more
apparent in developing countries. According to the Kaiser Family Foundation (2022),
11% of women ages 19 to 64 (10.3 million women) are uninsured. Uninsured women
often have inadequate access to care, receive a lower standard of care, and have poorer
health outcomes. Low-income women, women of color, and noncitizens are more likely
to be uninsured. Health professionals can effect change by advocating for women’s
rights, insisting on policy changes, and remaining informed on the gender biases women
face. In addition, more research is needed to address the unique medical challenges
women encounter.
The results of this study indicate that women who experience infertility stigma
may develop greater self-devaluation beliefs, which can impact how a woman views
herself and her place in society. Women also reported increased perceptions of family
and peer rejection. Mental health providers can help patients who experience infertility
stigma from family/peers by incorporating family sessions, providing psychoeducation on
infertility, and providing information on sources of support. Research has indicated that
women with infertility have significantly higher levels of depressive symptoms and twice
the prevalence of depressive symptoms relative to women who are fertile. Interventions
that target thinking errors may yield positive outcomes. This study adds to the literature
on adaptive coping as a buffer to reduce the impact of infertility stigma. As self-efficacy
increased, infertility stigma decreased. Medical professionals may inquire about how
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women are coping with infertility and provide referrals to mental health professionals and
community support groups.
In addition, therapy may challenge negative cognitions and refocus a woman’s
attention. Therapy may focus on adjusting goals and expectations by disengaging from
child-related goals and concentrating on more attainable goals. Well-being and quality of
life may be enhanced by disengaging from goals that are no longer achievable
(Wrosch & Scheier, 2003). Maintaining normalcy can also decrease the negative impact
of infertility stigma. Normalization includes a focus on other goals in life, instead of or in
addition to those that are currently blocked.
Limitations
Several limitations of this study should be considered. First, the sample consisted
of only adult females of childbearing age (18 to 45). However, men also experience
infertility. According to the CDC (2021), about 35% of couples experience infertility in
which a male factor is identified, along with a female factor. Men may also be negatively
impacted by the social stigma of infertility. Although research has indicated that
infertility is caused by both male and female factors, in most cultures, infertility is viewed
as a predominantly woman’s problem (Dyer et al., 2004). This emphasis on female
fertility minimizes the existence and impact of male factors of infertility.
The surveys were completed anonymously and relied on self-report. Known
limitations of self-report data include concerns about honesty, respondents’ level of
introspective ability, and potential response bias. Participants were informed that this
study explored a woman’s beliefs, coping styles, and thoughts about infertility. Both the
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ICD and ISS measures are negatively worded, which may have biased participants’
responses in these sections.
With regard to demographics, all participants were biologically female, and 242
identified as White or Caucasian (65.2%). Most women in this sample had a bachelor’s
degree (39.4%) or graduate degree and beyond (23.75%). In addition, most women in this
study identified as married (79.5%). This limits generalizability to minority populations
and may not be representative of all women who experience infertility stigma.
Furthermore, religion was not recorded as a demographic factor in this study. However,
religious reasons may play a significant role in the societal pressure to bear children.
Historically, there are religious pressures to conceive children. Those women who are
unable to have children may believe it was God’s will (Forsythe, 2009).
Future Directions
Future research should include women from around the world. This study
population consisted mainly of Caucasian women in their early 30s who identified as
married. Increased efforts to find participants from different cultures, religious
affiliations, and sexual orientations would be beneficial in enhancing generalizability.
Men also experience infertility, but were not the focus of this study. Future researchers
may also wish to explore the impact of infertility stigma in men, as they may represent an
underserved population because they may be less likely to seek support for reproductive
health concerns. In addition, this study focused on the total scores of the ICD; therefore,
individual cognitive distortions were not examined. Future researchers may wish to
explore specific cognitive distortions to reveal which distortions are activated by
infertility stigma, increasing knowledge about the negative impact of infertility stigma on
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cognitions. Furthermore, the study was limited to 1 year and recruited participants solely
through Internet postings, which may have impacted the size of the sample and its
diversity. Future studies may expand recruitment through multiple means, including
infertility specialists nationally and internationally. Further research could explore the
relationship between duration of infertility and infertility stigma. Over time, the impact of
infertility stigma may decline. Identifying how infertility stigma is experienced over time
may help to inform treatment and reveal optimal times for interventions.
Summary and Conclusion
This study examined the relationship between infertility stigma, cognitive
distortions, and coping ability. Results indicated that cognitive distortions were positively
correlated with infertility stigma. This suggests that as infertility stigma increases,
cognitive distortions increase. The results revealed that as self-efficacy increased,
infertility stigma decreased, which may affect negative thinking patterns. This indicates
that adaptive coping can serve to mitigate the experience of infertility stigma. Contrary to
expectations, duration of infertility and duration trying to conceive were not significantly
correlated with infertility stigma. This highlights the need for further research. Overall,
this study identified opportunities for health interventions for infertility stigma, including
early assessment, psychoeducation on protective factors, empowerment, and cognitive
therapy.
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Appendix
My name is Spencer Brown, and I am a fifth-year doctoral student at the
Philadelphia College of Osteopathic Medicine (PCOM). I am looking for women
to participate in my dissertation study. This study investigates a woman’s beliefs,
coping styles, and thoughts about infertility.
To join this study, you must be biologically female, between the ages of
18-45 and be experiencing infertility for at least 12 months or longer. This is an
anonymous, voluntary study, and you may drop out at any time. The survey will
take about 20-30 minutes to complete. Participants who complete the study may
enter a raffle. Two people will be chosen at random to win a $50 Visa gift card.
This raffle is separate from the survey and participants will not be able to be
identified. This raffle will not be linked to the survey data. This study has been
approved by the Philadelphia College of Osteopathic Medicine IRB (protocol
#H21-001X). Please follow the link to be directed to the online research study.
Questions about the survey can be directed to Dr. Barbara Golden at
barbarago@pcom.edu
Thank you!
https://www.surveymonkey.com/r/exploringfemaleinfertility

